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1 | INTRODUCTION

In recent years, Chinese patients have become increasingly dissat-
isfied with health professionals, as reflected by rising conflict and

dissension.r™® Research indicates that doctor-patient disputes in
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Abstract

Objective: The paper characterizes outpatient communication in a major cancer hos-
pital in southern China with regard to the structure, style and focus of doctor-patient
communication.

Method: Fifty-one encounters between doctors and patients were recorded in the
outpatient department of the cancer hospital and analysed inductively to identify
patterns of doctor-patient outpatient communication.

Results: Outpatient communication in the cancer hospital is characterized by struc-
turalized conversation, doctor domination of the conversation and a focus on tech-
nology during communication. These characteristics suggest an extreme inequality
of power between Chinese doctors and patients at the individual level. They are also
shaped by the institutional environment of Chinese hospitals.

Discussion: Measures should be taken at both the interpersonal and institutional
level to improve doctor-patient communication. At the micro-interpersonal level,
public education and professional skills training are needed to improve communica-
tion and promote mutual understanding between patients and doctors. At the macro-
institutional level, changes are needed in terms of transforming the structural factors
that shape doctor-patient communication.

Conclusions: Structuralized conversation, doctor domination of the conversation and
a focus on technology during outpatient encounters present challenges to effective
doctor-patient communication. These patterns are shaped by the institutional envi-
ronment of Chinese hospitals and suggest the extreme power imbalance between

Chinese doctors and patients.
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China are closely related to poor doctor-patient communication.*>®

For instance, according to a national survey, more than 70% of the
medical respondents stated that inadequate communication with
patients contributes to poor doctor-patient relationships.” Surveys

conducted with the general public and patients also reveal a close
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link between insufficient communication and poor doctor-patient
relationships.>® Worldwide, effective doctor-patient communica-
tion has been linked to patient satisfaction and trust, treatment com-
pliance, symptom improvement and positive health outcomes,’?
while poor communication between doctors and patients is asso-
ciated with patient dissatisfaction, medical mistakes and errors,
disputes and malpractice litigation.!>'* Besides, for health profes-
sionals, better communication ratings are linked to higher job satis-
faction, lower feelings of stress and burnout, and fewer malpractice
suits.*® Doctor-patient communication largely determines the doc-
tor-patient relationship. Therefore, it is important to examine and
improve doctor-patient communication in China.

Why is doctor-patient communication unsatisfactory in China?
Previous researches in western societies show that doctor-patient
communication is affected by multiple factors, including the patients’
personal characteristics, race, gender, age, education, communication
context, the physician's communicative style and situational features
(eg the length of the visit, type of clinic and the physician's specialty).*
Besides, communication difficulty between doctors and patients is
linked to the underlying differences in knowledge, culture, profes-
sional training, power and status that exist between doctors and pa-
tients.}”18 It indicates a “clash of perspectives” between doctors who
are treating diseases in clinics and patients who are coping with illness
in their daily lives,'” as well as the mismatch between “the voice of
medicine” and “the voice of the life-world.”?° Yet, to what extent does
Chinese doctor-patient communication differ from or remain similar
to that in the western context? Previous studies in other Asian coun-
tries found under a collectivistic view, patients are conceptualized as
subordinates to doctors, and the doctor is more authoritative and does
much of the talking; doctor-patient communication styles tend to be
more hierarchical and paternalistic in comparison to that of the United
States.?t2® But there has been little research to characterize doc-
tor-patient communication in China, despite a proven link between
insufficient communication and poor doctor-patient relationships
in Chinese hospitals. This research analyses Chinese doctor-patient
communication in an outpatient department of a cancer hospital.

Communication studies are especially valuable in the case of
life-threatening illnesses, like cancer. For cancer patients, they are
not only bearing the emotional burden of a cancer diagnosis, but
also expected to digest complicated and often threatening infor-
mation about treatment.?* For doctors, communication is especially
challenging in the oncological setting. They face patients with var-
ied information needs, literacy levels, and psychological conditions,
and often have to break bad news.?>?® Yet, communication between
doctors and cancer patients has a powerful impact on the way in
which patients make sense of, formulate decisions about, and cope
with their disease.?”?® Poor doctor-patient communication could
lead to increased anxiety and uncertainty, distress and depres-

25,27,29

sion, non-compliance, and coping difficulties, while proper

communication is related to improved satisfaction and psycholog-
ical adjustment, treatment compliance, and better outcome.??-32
Overall, there is an urgent need to improve doctor-patient commu-

nication in cancer consultation. Doctor-patient communication in
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cancer consultation may be more specialized, serious, complex and
frightening compared to communication in general practice.®® It
can highlight the characters of and problems in Chinese outpatient
communication. This research analyses doctor-patient communica-
tion in an outpatient department of a cancer hospital. It outlines the
characteristics of Chinese outpatient communication, reveals the
individual and institutional factors that contribute to poor commu-

nication and, in the process, considers measures for improvement.

2 | METHODS

2.1 | Data collection

The research was carried out at a major cancer hospital in a south-
ern city in China. The hospital is one of the most renowned cancer
hospitals in the country, with almost 1500 beds and over 2500 pro-
fessionals. It attracts patients from nationwide, and even some from
neighbouring countries. In 2017 alone, the number of outpatient
and emergency visits was 922 600, and the number of inpatients
was 105 500. The data for this research were mainly drawn from
non-participant observations of doctor-patient encounters in the
outpatient clinics of this cancer hospital from 2014 to 2015, with
some short interviews with the doctors and patients following the
medical consultation, where time allowed. The method allows the
engagement of multiple perspectives that is necessary in clinical
communication research.

The author observed the outpatient consultations of three phy-
sicians from the Department of Thoracic Surgery: one elderly se-
nior doctor, one middle-aged doctor and one junior doctor. In total,
seven outpatient observations were carried out. On each occasion,
the researcher sat beside the doctor in the outpatient clinic and ob-
served for a whole morning (usually from 9 am to midday). During
this period, a doctor regularly saw 20-40 patients, depending on the
length of the work period. To avoid influencing the clinical encoun-
ters, the researcher did not use a recorder, but made hand-written
notes on the doctor-patient interactions and conversations while at
the site, and added more details shortly afterwards. In the process,
not only verbal components of the medical interview (conversations)
were recorded, but also facial expressions and physical movements
(interactions) between doctors and patients were written down.
Ethical approval was granted by the Institutional Review Board (IRB)
of the author's institution (No.: FWA00007867). Verbal consent was
obtained from the physicians prior to the observation and patients
(and their family caregivers involved) after the consultation. The re-
searcher observed to saturation when all encounters began to repeat
and no new information was emerging. Due to the language barrier
and time limitation, the author was unable to record the Cantonese
consultations or record every encounter in full. After reviewing the
field notes in detail, 51 medical encounters between doctors and pa-
tients (sometimes involving the patients’ relatives also) were noted
down in detail. The interactions and conversations between the
doctors and patients were recorded from the moment the patients
entered the consultation room to the moment they left it.



TU ET AL

2 | wiLEy

TABLE 1 Open coding example

Open coding

Confirm the patient's identity

Answer

Medical history asking

Answer
History description

Interruption, medical history asking

Answer
Continue asking
Answer

Ask for report
Ask for physical report

Physical check asking
Answer

Give treatment plan
Inquiry alternative plan
Confirm original plan

Connect with other department

Instruction giving

Agree

Conversation closure

2.2 | Data analysis

This research is based on an analysis of the 51 recorded medical
encounters. We conducted inductive analysis to detect the pat-
terns of three aspects (structure, style and focus) of the observed
interactions. The first and second authors coded all of the con-
versations and interactions line-by-line respectively, in the first
round. They closely read all the recorded encounters and identi-
fied as many ideas and concepts as possible by attributing a con-
clusive sentence or words to each line (see Table 1). The medical
encounters were coded with regard to the doctors’ actions (eg
confirming the patient's identity, medical history taking, inter-
rupting), the patients and their relatives’ behaviours (eg answer-
ing question, inquiring about alternative options, apologizing) and
the conversation content (eg greetings, technology focus, social
talk). All of these line-by-line open codes were inspected a second
time by the two authors together to produce more focused coding
according to the different aspects (structure, style and focus) of
the communication. The focused coding in the second phase was

Conversation (in Chinese, translated by the author)
D: the doctor; P: the patient; F: the patient’s family member.

D: Hello, is A (the patient's name) here? Who is the patient? (the
patient's two family members are also at the site)
P: It's me

D: Let me have a look at the physical examination results. What
treatments have you got?

P: Thoracoscopy, just pulled it off
F: (describes the patient's illness)

D: OK (stops the description), | already know it. What was the initial
symptom? (asking the patient)

P: Chest pain

D: Have you had a fever?

P: No

D: Do you have (your previous) discharge report?

P: (looking for the report in his bag)

D: (let me) read your film

P: (looking for the film in his bag and handing it over to the doctor)
D: Have you got another film after surgery?

P: I have always taken (intravenous) drips, but no more film

D: Your illness condition requires chemotherapy, then surgery
P: Is there (an alternative) biological implantation therapy?

D: No, its effect is not very good

(Begins to make a call to the doctor in the chemotherapy department, a
moment later)

D: | just called the chemotherapy department. Go to visit Doctor X on
Wednesday, or any other doctor you prefer. Do bring your pathological
report then, do you understand?

P: OK
D: Next (patient)

more selective and conceptual than the initial phase line-by-line
coding.®® The above three aspects were summarized in this phase
by identifying the most significant or frequent codes from the first
round. The authors identified that the outpatient communication
was structured with an emphasis on efficiency, the style of the
conversations were dominated by the doctor (through various ex-
pressions), and the focus of the conversations was hard facts (eg
physical reports and test results), manifested by the prominence
of technology usage and technological terms. The analysis also
situates doctor-patient communication in the broad institutional
setting of an outpatient encounter.

3 | RESULTS

3.1 | Structuralized communication with an
emphasis on efficiency

As shown in Figure 1 below, a typical outpatient communication in

the cancer hospital follows a standard procedure: (a) greeting and
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Greeting avf identity confirmation (doctor)

Medical history taking (doctor)«==Reading examination reports and films (doctor)

Proposing treatment plan (doctor)— Question or negotiation (patient)

Accepting treatment plan (patient) «—— Explaining ang maintaining authority (doctor)

FIGURE 1 The basic structure of
outpatient communication in China

identity confirmation; (b) taking a medical history, asking about the
iliness condition and reading the examination report and films (occa-
sionally, physical examination at the back of the clinic); (c) the doctor
proposes a treatment plan, the patients and/or their family members
question or negotiate the plan; and (d) the doctor confirms the origi-
nal plan and gives further instructions, and the patients accept the
plan at the end.

Outpatient interaction is a short, problem-focused encounter.
Doctors at the forefront of the cancer hospital see dozens of pa-
tients in a morning. Although the set outpatient period is from 9 am
to midday, doctors frequently arrive late and leave early. Every morn-
ing, they need to make patient rounds on the wards, and then attend
the outpatient clinic. Sometimes surgeries are scheduled shortly
after the outpatient work. Thereby, far less time is available for out-
patient consultations. Pressured by the large number of patients,
doctors have only a few minutes to spend with each patient. The
doctor-patient encounters in the 51 recorded cases lasted between
five and ten minutes, including the time to read the reports, issue
prescriptions and contact health professionals in other departments.
Occasionally, the doctors spent more time with new patients who
had complicated conditions. The time limitation for outpatient con-
sultation shapes the structure of the doctor-patient communication.

The outpatient conversation tends to be brief and concise, and
follows a certain pattern—the doctor asks questions and the patient
answers them. The doctors need to gather information rapidly that
is vital for the diagnosis and treatment. To achieve this, they must
control every step of the consultation, first confirming the identity
of a patient (or a patient's family member), then asking for the pa-
tient's medical history, reading the physical reports and checking the
test results. After that, the doctors have normally formed a basic
judgement in their mind. They then use the computer or make notes
in a medical record book in order to issue a prescription. Only senior
doctors who had an assistant at their side received any help with
these procedures. During this phase, the doctors would briefly state
their judgements and provide some instructions to the patients. In
the course of an outpatient encounter, the doctors have neither the
time nor the energy to pay close heed to individual patients’ con-
cerns, and rarely ask patients whether they have any questions.
They do not provide much information or fully explain their diag-
nosis, the expected course of the illness, and the use of medication,
not to mention offering health education or behavioural risk factor

counselling.

Follow-up instructions'and the closure of the conversation (doctor)

On the patients’ side, they need to listen closely to the doctors’
questions and quickly respond to whatever they are asked. Yet, the
patients and their relatives frequently provide more details than the
doctors request and speak in their own terms (see Table 5) to express
their concerns. Patients and their relatives who are uncertain about
the illness do ask questions. As one or more relatives are often pres-
ent in the clinic, the communication scenario sometimes becomes
chaotic, and invariably, more than one person is heard talking at the
same time. In response, doctors frequently cut off patients and their
family members. Yet the “noisy” voices from the patient side may
indeed remind busy doctors of something they have forgotten, as
the conversation in Table 2 indicates.

Patients and their relatives are frequently prevented from dis-
cussing the case in detail. The doctors only wish to be told the infor-
mation they need. The doctor in the conversation in Table 2 did not
wish to listen to the patient's son, because he was intensely reading
the physical reports and films, but the son's words did remind the
doctor to look at the ultrasound report. The patients’ reminders to
the doctors tend to happen during the medical history taking stage.
When doctors are proposing a treatment plan or giving instruc-
tions, most of the patients and their relatives would nod their heads
though they have only a hazy notion of what the doctor is saying.
They do not dare to challenge the doctors’ professional judgement.
Sometimes, patients or their relatives ask the doctors questions,
which the doctors either respond to briefly, using some technical
vocabulary, or ignore (eg suggesting that the staff members at the
next physical check-up or treatment stage will explain everything to
them). Through this process, doctors reconfirm their authority (see

Figure 1).

TABLE 2 A typical medical interview for a new patient

(an elderly patient and his adult son entered the clinic)
Doctor: What's the issue?
Son: (Handing over MR film and medical report, stating the father’s
medical history)......
Doctor:(Looking at the film) Er, | know (from the report, you do not
need to tell me)
Son: (continuing reporting)......
Doctor: | already know (with rising volume, indicating to the son to
stop)
...... (waiting in silence)
Son: (My father) had an ultrasound examination in our hometown
Doctor: Oh, hand it (the report) over to me
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Dominant expressions Examples
Vague expressions “probably”
“normally”

“There is a 30-40 percent possibility that...”
“What you want?”
“What do you think?”

“You should...”
“I strongly suggest that...."
“l urge you to..."

Rhetorical questions

Strong suggestions

“You should never...”
“You must not..."
“You are forbidden from...."

Forbidding expressions

Order-giving “Go and have a chest radiography right now!”

“Go to the Nasopharynx Department”

“OK, I know it already”
“Don’t talk now”
“Stop”

“Next (patient)”

Interruptions

3.2 | Dominant expressions by the doctors

Chinese doctors, during outpatient encounters, dominate the
whole communication. They control the communication process
through various styles of expression. From the 51 recorded con-
versations, this research identifies six kinds of expressions that
Chinese doctors employ to dominate the conversation: (a) vague
expressions; (b) rhetorical questions; (c) strong suggestions; (d)
forbidding expressions; (e) order-giving; and (f) interruptions (see
Table 3).

3.2.1 | Vague expressions

When doctors are questioned by patients or asked for clarifica-
tion, they often use vague expressions to give a brief response.
For instance, when patients request an accurate diagnosis and
prognosis of their illness, doctors respond vaguely, using terms

n o«

like “probably,” “normally” or “there is a 30%-40% possibility
that...” Doctors answer in various statistical or probability terms.
Although the numerical information to communicate risks and
prognosis seems objective, it have limitations in application to
unique and individual cases.?® These expressions encompass
many possibilities, indicating the uncertainty of cancer progno-
sis. They also protect doctors from giving incorrect information
and prevent possible future disputes. However, these responses
do not provide patients with the information they need to make a

judgement and feel reassured.

3.2.2 | Rhetorical questions

When questioned by patients, doctors sometimes answer by asking
a question in response. Rhetorical questions can be adopted during
every stage of outpatient communication. For instance, when pa-
tients and/or their relatives enquire about an alternative treatment

TABLE 3 Examples of dominant
expressions

plan, the doctors may respond by asking: “What you want?” or
“What do you think?” The strong tone of the doctors’ rhetorical
question indicates their annoyance at being questioned or chal-
lenged. The response does not provide any information, but kicks
the ball back to the patients and their relatives, requiring them to
take responsibility for obtaining information and making decisions
if they dare to question the doctor's treatment plan. As they do
not know enough about the disease, patients and their relatives
do not know how to respond, and so silently accept the doctors’
proposed plan.

3.2.3 | Strong suggestions

Strong suggestions are often made when doctors give instruc-
tions to patients. Doctors say “You should...,” “I strongly suggest
that....,” “I urge you to..." to guide the patients’ follow-up treatment
and health behaviours. These expressions are shaped by the doc-
tors’ professional responsibility to give suggestions to their patients
and guide their behaviours. Patients normally do not feel upset by
these expressions. On the contrary, strong suggestions make doc-
tors appear responsible and conceal their continued domination of
the conversation.

3.2.4 | Forbidding expressions

Doctors use expressions like “You should never...,” “You must not...”
and “You are forbidden from...." to give instructions to their patients.
The strong tone used for the forbidding expression is intended to
guide patients to act in a certain way and prevent them from wrong-
doing. For instance, doctors tell lung cancer patients: “Never smoke

It

again!” The strong tone of the forbidding expression is designed to
make patients realize the seriousness of the wrong act and that it
is better to follow the doctors’ instructions. It also has the effect of

prohibiting patients from asking any questions.
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3.2.5 | Order-giving

Doctors also give patients direct orders to guide their next moves.
These often occur during the final stage of the consultation. For
instance, a doctor told a patient: “Go and have a chest radiogra-
phy right now!” Order-giving at this moment indicates the close
of the conversation. Using a strong tone, the doctors indicate to
the patients and their relatives, who may still be hesitating and
sometimes confused, to move on quickly to the next procedure,
and in the process take control of the time and speed of the

communication.

3.2.6 | Interruptions

The above dominant expressions may still provoke questions or
challenges from the patient side. On these occasions, the doctors
may use interruptions to take control. Interruptions are mainly
adopted by the doctors and appeared in almost every conversa-
tion recorded. Sometimes, the doctors would directly cut off the
patients by saying “OK, | know that already,” “Don't talk now” and
“Stop.” Sometimes, the doctors would subtly interrupt by disregard-
ing the patients’ questions, moving on to another topic, repeating
or reformulating their original question, or simply calling out “next
(patient)” to indicate the close of the conversation. Through deter-
mining the content of the conversation, interruptions help doctors
to reinstate their agenda, make the conversation go as they want
and, in the process, retain control of the speed of an outpatient
consultation.

Vague expressions, rhetorical questions, strong suggestions,
forbidding expressions, order-giving and interruptions are ad-
opted by doctors in different stages of the conversation. They
aim to control the content, length and speed of communication,
as in the interview extract below (see Table 4). When the patient
questioned the doctor, the doctor used his “expert” claim and a
raised voice to interrupt the patient, and then gave orders to the
patient to guide his next move. In some of the cases observed, the
doctors were angered by the patients’ questions or verbal chal-
lenges, and sometimes even exploded with rage at the patients.
During the outpatient encounters, the patients had to accept,
listen to and collaborate with the doctors. Otherwise, conflict
would ensue.

Overall, in the outpatient communication, there are two or
three competing voices—the voice of the doctor, the voice of the
patient and sometimes the voice of the patient's family members.
An ideal conversation is based on all the participants having an
equal chance to have their say. However, the above expressions are
not based on the principle of equality. Doctors interrupt, order and
neglect patients’ voices. Their dominant expressions far outweigh
the expressions of the patients, reflecting the extreme inequality
of power between Chinese doctors and patients. These expres-
sions again reinforce doctors’ domination during doctor-patient

conversation.
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TABLE 4 Extract from a medical interview

(P: the Patient; D: the Doctor)
D: From this film, I'm now sure you need treatment in the
Nasopharynx department. My department is for surgery, you need
chemotherapy
P: What should | do next?
D: Go to the Nasopharynx Department (for an outpatient
consultation)
P: But it's not my Nasopharynx, it’s my lung (that has a problem
requiring treatment)
D: | know. Listen to me (raised voice), your problem is caused by a
nasopharyngeal carcinoma. You need to go there (the Nasopharynx
Department), and do not need to come to my Department of
Thoracic Surgery
P: So it was a misdiagnosis earlier? He (the previous doctor) told me
come to the Department of Thoracic Surgery
D: No, the previous diagnosis suggested you see an expert, now |
(as the expert) am telling you....
P: What shall | do now?
D: Register for (outpatient care in) the Nasopharynx Department
P: There's no need to treat my lung first?
D: No need

3.3 | The focus on technology and the use of
technological terms during communication

The diagnosis and treatment of cancer rely heavily on technology.
Placing emphasis on technology also helps the doctors to domi-
nate their interactions with patients. In all of the 51 conversations,
the doctors asked for hard data (physical reports, test results,
radiologic films, etc.) or sent the patients for high-tech examina-
tions. During outpatient consultations, doctors normally ask for
patients’ medical records and test results first. If a patient has
not undergone all of the required tests, the doctors will require
the patient to have a new radiologic film taken or to undergo fur-
ther diagnostic tests, and then return having received the physi-

cal report. Moreover, most of the physical tests undertaken in

TABLE 5 Different expressions by the doctors and patients

Medical technological

expressions (doctors) Daily life expressions (patients)

A. (Pointing at the radiologic A. Will | be hospitalized? Can it

film) the lesion is here, a lymph
node here, but the cut of (your)
left lung biopsy is too narrow,
(1) suggest you redo it

B. The lesions are few, pleural
dissemination, have a
thoracoscopy

C. Take an MRI (magnetic
resonance imaging), if the
problem is identified, then
there is no need for a
thoracoscopy

D. Have a primary focus biopsy,
get the cancer tissues and
pathological section

be fixed soon?

B. During my physical examina-
tion, that doctor said there was
a cyst, but that it was nothing
to worry about. I'm not sure. (1)
want you to have a look again

C. (Pointing to his chest) It's
painful here, it hurts when |
cough. It started this July

D. | eat far less now, and have
lost more than 5 kg, but still do
some farm work
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outpatient clinics now involve a machine and the doctors rarely
carry out physical checks in person, except in a few cases that
this study recorded. For the doctors at this cancer hospital, the
“hard” data (medical records, case reports, physical examinations
and pathology tests) are reliable, objective and scientific, which
enable them to see the size and nature (benign or malignant) of
the tumour, while the views of the patients and their relatives are
“soft” data, mainly subjective experiences and feelings, and hence
unnecessary, except for some basic information.

Other reasons for Chinese doctors’ overemphasis on technology
include the limited time available to make a diagnosis, which means
that the doctors are unable to ask for a medical history and listen
to the patients in depth. The structuralized communication also en-
courages doctors to rely on technology, for it is direct, objective and
standardized. Moreover, Chinese doctors working at the forefront of
hospital assume the multi-tasking role of an information processor,
from collecting the patient's medical history, and analysing the infor-
mation to taking action. They act as the gatekeepers of the hospital
to decide which patients to admit and which to triage. All of these
tasks must be based on objective “hard data.” The emphasis on tech-
nology use has become a common strategy for doctors to process
patients quickly in a standard and objective manner. Furthermore,
with the deterioration of the doctor-patient relationship in China,
technological evidence now protects doctors from medical com-
plaints and lawsuits.3* The over-prescription of pharmaceuticals
and high-tech clinical tests in Chinese hospitals is also driven by the
profit-motivated behaviours of Chinese physicians, because hospi-
tals have linked physicians’ incomes to their revenue generation.%”
In practice, by using these hard “facts,” doctors can define certain
decisions as purely technical matters that do not allow the patients’
to negotiate or require their consent.

Yet, doctors and patients may have a different understanding
of technology use. In this study, the patients often complained that
the doctors only looked at the computer or radiologic film and also
noted the endless examinations and tests they had to go through.
The difference between the patients and doctors’ perceptions of
illness and technology is also manifested in the words they used,
respectively (see Table 5 below). The patients’ illness narratives arise
from their lived experiences, which concern the influence of their
illness on their daily life. Yet, the doctors focus on scientific and
accurate expressions of the disease, which involve many technical
terms and much hard evidence: lesion, MRI, biopsy, thoracoscopy,
ultrasound examination, etc. Although patients in general are now
increasingly informative with rising internet use and some patients
have high health Iiteracy,36 most patients still feel confused facing
complex conditions like cancer. Besides, there are many newly di-
agnosed patients in outpatient consultation who are unfamiliar with
technical terms. Many patients feel confused about these expres-
sions doctors use, but dare not ask many questions.

On the other hand, the doctors perceive the patients’ expres-
sions to be non-professional and subjective in nature. The doctors’
emphasis on technology and the use of technological vocabulary
permeate the whole process of doctor-patient communication.

They enable doctors to evoke a sense of assured competence and
retain control of the conversation. Yet doctor-patient communica-
tion processes include many non-technological parts: relationship
building, understanding of the patient's viewpoint and shared de-
cision making, etc.,%” which are essential for a therapeutic relation-
ship. Unfortunately, they are not a major concern for the doctors
in the outpatient clinic of the cancer hospital. In the recorded con-
versations, social talk was generally absent, and the doctors rarely

expressed empathy with or tried to comfort the patients.

4 | DISCUSSION AND CONCLUSION

4.1 | Discussion

The doctor-patient interaction in a hospital setting is a special in-
teraction, with the main focus being on diagnosis and treatment.
During a typical 5-10 minute outpatient encounter, the doctors take
intentional control of the structure, content and speed of the com-
munication. The doctors need to speed up their work procedures
and send patients along the line as quickly as possible to move them
on to the next hospital procedure. Therefore, the communication is
structuralized to follow a typical pattern with an emphasis on ef-
ficiency. Moreover, the doctors adopt various techniques (vague
expressions, rhetorical questions, strong suggestions, forbidding ex-
pressions, order-giving and interruptions) in order to dominate the
conversation. The emphasis on technology is another way in which
doctors retain control of the communication, as manifested by their
focus on clinical data, examination reports and radiologic films. Yet,
the patients and their relatives usually have additional concerns that
fall outside the boundaries of the typical, narrow medical agenda,
as shown by their repetitive attempts to have their say. However,
patients rarely have a chance to present their views, ask questions
or outline their complaints. During outpatient encounters, Chinese

20,38,39

doctors, like doctors in many western contexts, play the domi-

nant role; yet, Chinese patients have far less negotiating power in
outpatient clinics compared to their peers in western societies.>*°
Chinese doctor-patient communication needs to be situated
in the practice environment in which the doctors work. Since the
1990s, most Chinese public hospitals have been required to self-
fund, with reduced state investment. In the market, public hospi-
tals increasingly operate on a commercial basis, with an emphasis
on profit and efficiency.® Hospitals tie physicians’ incomes to their
revenue generation which undermine the quality of clinical en-
counters.! Moreover, the medical institutions at the community
level are poorly equipped. The number of patients overwhelms the
upper-level hospitals. During outpatient encounters, doctors are
frequently multi-tasking, within an extreme time limitation. They
normally work alone in the outpatient clinic (except for the very
senior ones, who have assistants) and have to handle all of the pro-
cedures by themselves, from medical history taking to communicat-
ing with other departments. Overburdened doctors are pressured
to work with a priority on efficiency. The presence of more than
one attendant for a patient further complicates this environment.
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FIGURE 2 Characteristics and institutional environment of
doctor-patient communication in China

Doctors
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One professional vs. several lay people places doctors in a chaotic
setting. All of these factors force doctors to adopt a style of high
control, involving structuralized, doctor-dominated communica-
tion. The tense doctor-patient relationship further damages the
communication process. In order to protect themselves, doctors
tend to say less, express themselves in a professional and objective
manner, and emphasize the use of technology as objective evidence
to avoid litigation. Overall, the above characteristics of outpatient
communication reflect the extreme inequality of power that exists
between Chinese doctors and their patients. These characteristics
reinforce the doctors’ domination of clinical encounters. Yet, all of
these factors are shaped by the Chinese health system and hospital
structure (see Figure 2 below).

Effective communication is an essential aspect of quality care,
especially for life-threatening conditions like cancer. However, the
above characteristics of outpatient communication in the Chinese
hospital inhibit the effective mutual exchange of information that
is central to good quality care. Poor communication not only makes
patients anxious but also poses challenges for doctors, possibly
leading to conflicts and disputes. In the cancer hospital where we
conducted this research, many medical complaints are actually due
to the health professionals’ manners, attitudes and communication
styles. Chinese doctor-patient communication needs to be im-
proved, and measures should be taken at both the micro-interper-
sonal and macro-institutional levels.

At the micro-level, both health professionals and patients need
communication training and education. On the patient side, they
should continue to be educated on how to use their time with the
physicians effectively and efficiently. Public education is needed
to reduce the knowledge gap between experts and lay people, and
produce a mutual understanding between the patients and doctors.
Meanwhile, provider education is needed on the doctor side to take
greater account of the patients’ views. Active patient (and family/
caregiver) participation can help physicians to identify, clarify and
understand the patients’ goals, needs, preferences and values.*!
Doctors should give patients opportunities to elaborate their con-
cerns during clinical encounters, and should focus not only on infor-
mation-gathering but also information-giving. Communication skills
training may also be useful in enhancing Chinese health profession-

als’ skills,*? especially those related to humanitarian care.*®

WILEY--%

At the macro-level, changes may be made to remove or minimize
the many barriers to effective communication in the practice en-
vironment. Many of the suggestions for improving doctor-patient
communication are tailored to western contexts.***¢ Chinese doc-
tors practice medicine in a different cultural, social and institutional

t.%% Therefore, more work is needed in terms of trans-

environmen
forming the practice environment within which the doctor-patient
encounter takes place. First, efforts should be made to reduce the
institutional pressure on doctors, leaving them more time to spend
with their patients. For instance, aids and assistants (eg assistant
nurses, social workers) should be arranged to triage the doctors’
tasks, and new technology (eg mobile applications for remote com-
munication) can be adopted to promote communication.*”*® Second,
the marketized medical institutions should change their priority
from efficiency to an emphasis on the quality of care that the pa-
tients receive. The inappropriate internal incentives that tie physi-
cians’ incomes to their revenue generation within Chinese hospitals
also need to be reformed to provide more patient-centred care.*®
Moreover, for China's health-care delivery system, community-level
health care should be improved to play the gatekeeper role and so
reduce the pressures that doctors experience at the higher level hos-
pitals. China's ongoing health care reforms provide an opportunity
for these institutional and system changes to be carried out in the
long run.

4.2 | Conclusion

Communication between patients and doctors in an outpatient set-
ting at a major cancer hospital in China was found to have three
prominent characteristics: structured communication, doctor
domination of the conversation and a focus on technology. These
characteristics inhibit effective doctor-patient communication and
are shaped by the respective roles of the doctors and patients, the
differences in their power and knowledge, the institutional arrange-
ments of Chinese hospitals and problems related to China's health
system in general. To improve doctor-patient communication, meas-
ures should be taken at both the micro-interpersonal and macro-in-
stitutional levels. At the micro-level, both health professionals and
patients need communication training and education. At the macro-
level, changes are needed regarding the practice environment that
creates many barriers to effective communication. Although the
communication style of the doctors in different hospitals and de-
partments varies, this study, based in one department of a cancer
hospital, outlines the problems faced with regard to China's outpa-
tient communication in general. Further studies can be conducted in
many other hospitals, and experiments can be carried out to explore

measures to improve communication.

ACKNOWLEDGEMENTS

The author would like to thank all of the people involved in this re-
search, and also thank the doctors, nurses and administrators at the
cancer hospital for their help.



| wiLEy

TUET AL

CONFLICT OF INTEREST

None.

ETHICAL APPROVAL

Ethical approval was granted by the Institutional Review Board (IRB)
of the author's institution (No.: FWAQO0007867).

ORCID

Jiong Tu

https://orcid.org/0000-0002-9662-6117

REFERENCES

1.

10.

11.

12.

13.

14.

15.

16.

He AJ, Qian J. Explaining medical disputes in Chinese public hospi-
tals: the doctor-patient relationship and its implications for health
policy reforms. Health Econ Policy Law. 2016;11(4):359-378.

Nie JB, Cheng, Zou X, et al. The vicious circle of patient-physician
mistrust in China: health professionals’ perspectives, institutional
conflict of interest, and building trust through medical profession-
alism. Dev World Bioeth. 2018;18(1):26-36.

. Tu J. Health Care Transformation in Contemporary China: Moral

Experience in A Socialist Neoliberal Polity, 1st ed. Singapore: Springer;
2018.

Hesketh T, Wu D, Mao L, Ma N. Violence against doctors in China.
Br Med J. 2012;345:e5730.

Li B, Sun XY, Wang JF. A review of doctor-patient communication
barriers research. China Health Serv Manage. 2009;5:303-304.

. Wang JF. Reconstruction of the doctor-patient relationship under

China’s market economy. Chin Hosp Mange J. 2006;8:5-8.

Zhang XQ, Margaret SF. Tensions between medical profes-
sionals and patients in mainland China. Camb Q Healthc Ethics.
2011;20:458-465.

. Ting Xu, Yong B, Yin L, Mi T. Patient perception and the barriers to

practicing patient-centered communication: a survey and in-depth
interview of Chinese patients and physicians. Patient Educ Couns.
2016;99(3):364-369.

Griffin SJ, Kinmonth AL, Veltman M, Gillard S, Grant J, Stewart M
Effect on health-related outcomes of interventions to alter the in-
teraction between patients and practitioners: a systematic review
of trials. Ann Fam Med. 2004;2:595-608.

Stewart MA. Effective physician-patient communication and health
outcomes: a review. Can Med Assoc J. 1995;152:1423-1430.
Choudhry NK, Fletcher RH, Soumerai SB. Systematic review: the
relationship between clinical experience and quality of health care.
Ann Intern Med. 2005;142(4):260-273.

Ha JF, Longnecker N. Doctor-patient communication: a review.
Ochsner J. 2010;10:38-43.

Levinson W, Roter DL, Mullooly JP, Dull V, Frankel R. Physician-
patient communication: the relationship with malpractice claims
among primary care physicians and surgeons. J Am Med Assoc.
1997,277:553-559.

Beckman HB, Markakis KM, Suchman AL, Frankel RM. The doctor-
patient relationship and malpractice: lessons from plaintiff deposi-
tions. Arch Intern Med. 1994;154:1365-1370.

Suojanen K, Woodall K, Hammonds JR, et al. Teaching future doc-
tors to communicate: acommunication intervention for medical stu-
dents in their clinical year. J Commun Healthc. 2018;11(4):263-277.
Freytag J, Street Jr RL, Xing G, et al. The ecology of patient and
caregiver participation in consultations involving advanced cancer.
Psychooncology. 2018;27(6):1642-1649.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Allman RM, Yoels WC, Clair JM. Reconciling the agendas of doc-
tors and patients. In: Clair J, Allman R, eds. Sociomedical perspec-
tives on patient care. Lexington, KY: University of Kentucky Press;
1993:29-48.

Robinson G. Effective doctor patient communication: building
bridges and bridging barriers. Can J Neurol Sci. 2002;29(S2):S30
-S32.

Freidson E. Profession of Medicine: A Study of the Sociology of Applied
Knowledge. Chicago, IL: University of Chicago Press; 1970.

Mishler EG. The Discourse of Medicine: Dialectics of Medical
Interviews. Norwood, MA: Alex Publishing Corporation; 1984.
Matusitz J, Spear J. Doctor-patient communication styles: a com-
parison between the United States and three Asian countries. J
Hum Behav Soc Environ. 2015;25(8):871-884.

Ohtaki S, Ohtaki T, Fetters MD. Doctor-patient communication: a
comparison of the USA and Japan. Fam Pract. 2003;20(3):276-282.
Mocherla S, Raman U, Holden B. Clinician-patient communication
in a glaucoma clinic in India. Qual Health Res. 2011;21(3):429-440.
Diefenbach M, Turner G, Carpenter KM, et al. Cancer and pa-
tient-physician communication. J Health Commun. 2009;14(Suppl.
1):57-65.

Maguire P, Faulkner A. Communicate with cancer pa-
tients: 1 Handling bad news and difficult questions. Br Med J.
1988;297(6653):907-909.

Sutherland HJ, Llewellyn-Thomas HA, Lockwood GA, Tritchler DI,
Till JE. Cancer patients: their desire for information and participa-
tion in treatment decisions. J R Soc Med. 1989;82(5):260-263.
Molleman E, Krabbendam PJ, Annyas AA, Koops HS, Sleijfer DT,
Vermey A. The significance of the doctor-patient relationship in
coping with cancer. Soc Sci Med. 1984;18(6):475-480.

Thorne S, Hislop TG, Kuo M, Armstrong E. Hope and probability:
patient perspectives of the meaning of numerical information in
cancer communication. Qual Health Res. 2006;16(3):318-336.
Butow PN, Dunn SM, Tattersall M,Jones QJ. Computer-based
interaction analysis of the cancer consultation. Br J Cancer.
1995;71:1115-1121.

Ong L, de Haes J, Hoos AM, Lammes FB. Doctor-patient communi-
cation: a review of the literature. Soc Sci Med. 1995;40(7):903-918.
Ong LM, Visser MR, Lammes FB, de Haes JC. Doctor-patient com-
munication and cancer patients’ quality of life and satisfaction.
Patient Educ Couns. 2000;41(2):145-156.

Siminoff LA, Fetting JH. Factors affecting treatment decisions for
a life-threatening illness: the case of medical treatment of breast
cancer. Soc Sci Med. 1991;32(7):813-818.

Charmaz K. Constructing Grounded Theory: A Practical Guide Through
Qualitative Analysis. London, UK: Sage; 2006:57.

He AJ. The doctor-patient relationship, defensive medicine and
overprescription in Chinese public hospitals: evidence from a cross-
sectional survey in Shenzhen city. Soc Sci Med. 2014;123:64-71.
Hsiao WC. When incentives and professionalism collide. Health Aff.
2008;27(4):949-951.

Fage-Butler AM, Nisbeth Jensen M. Medical terminology in online
patient-patient communication: evidence of high health literacy?
Health Expect. 2016;19(3):643-653.

Makoul G. Essential elements of communication in medical
encounters: the Kalamazoo consensus statement. Acad Med.
2001;76(4):390-393.

Clark JA, Mishler EG. Attending to patients’ stories: reframing the
clinical task. Sociol Health llin. 1992;14(3):344-372.

Rhodes KV, Vieth T, He T, et al. Resuscitating the physician-patient
relationship: emergency department communication in an aca-
demic medical center. Ann Emerg Med. 2014;44(3):262-267.

Pun J, Chan EA, Wang S, Slade D. Health professional-patient
communication practices in East Asia: an integrative review of
an emerging field of research and practice in Hong Kong, South


https://orcid.org/0000-0002-9662-6117
https://orcid.org/0000-0002-9662-6117

TUET AL

41.

42.

43.

44,

45.
46.

Korea, Japan, Taiwan, and Mainland China. Patient Educ Couns.
2018;101(7):1193-1206.

Street RL, Haidet P. How well do doctors know their patients?
Factors affecting physician understanding of patients’ health be-
liefs. J Gen Intern Med. 2011;26(1):21-27.

Liu X, Rohrer W, Luo A, Fang Z, He T, Xie W. Doctor-patient com-
munication skills training in mainland China: a systematic review of
the literature. Patient Educ Couns. 2015;98(1):3-14.

LiJ, Qi F, Guo S, Peng P, Zhang M. Absence of humanities in China’s
medical education system. Lancet. 2012;380:648.

Travaline JM, Ruchinskas R, D’Alonzo GE. Patient-physician com-
munication: why and how. J Am Osteopath Assoc. 2005;105:13-18.
Cassell EJ. Talking with Patients. Cambridge, MA: MIT Press; 1985.
Levinson W, Lesser CS, Epstein RM. Developing physician
communication skills for patient-centered care. Health Aff.
2010;29:1310-1318.

47.

48.

WILEY--%%

Tu J, Wang C, Wu S. Using technological innovation to improve
health care utilization in China’s hospitals: the emerging ‘online’
health service delivery. J Asian Public Policy. 2018;11(3):316-333.
Xiao Z, Li Z, Xu F. Role of the Internet in patient education and
counseling: a framework for health-care provider in developing
China. Patient Educ Couns. 2013;93(3):411-412.

How to cite this article: Tu J, Kang G, Zhong J, Cheng Y.
Outpatient communication patterns in a cancer hospital in
China: A qualitative study of doctor-patient encounters. Health
Expect. 2019;22:594-603. https://doi.org/10.1111/hex.12890



https://doi.org/10.1111/hex.12890

